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ABSTRACT
: / 4

a ' r

A'quality assessment methodology for ambulatory patient cafe is under
.c

. .
.N

development by,the,Office of Resiaich and Development of the Indiani-Health
it. .s.. .-

Service (IHS). This report summarizes the'conceptual basis of the methodology-
,

.,-

and describes a pilot test in six IHS Service units. The results for seven

/** tracer conditions, designed toexaminesistem performance in terms of care
..

' ,''.

.4-provided by-t4e system,,caie received- by the
,
beneficiary populations, and the

continuitypf dare are presented.` Although thd data frok sixservice units,

chosen,in a non - random *liner; do tot necessarily reflect the quality of

4- 1

ambulatory care throughout the IHS, 'several trends are noted and briefly dis-

rr-

4 4

cussed.

. .

0. .
AO

"

I.

4 04

/

#

. 0

r;

4

c

4

L

a O

6.

4.



0

1

4

INTRODUCTION:

Although there isa growing concern with the quality of health care,

most of the developmental effort to date has concentrated on inpatient car .

Currently there are two major organizations of national scope concerned wit

controlling the quality*cf inpatient care. The Joit Comnission on Accredit-

'ati
(

on of Hospitals (JtAH) began certifying hospitals on the basis of structural

criteria in -1952; -and -more <recent 1),-has been-e anining hospital care through

the use itf process criteria. The SRO legislation of 1972 (P. L. 92-663)

directed that medical care evalgations were trbe pre-requisites for reimburse- '

OP
I i

domparison,meet of costs Baydbleiander Medicare and Medicaid. In m methods for
I i

i

examining the quality of ambulato0 health careshave remained in their infancy.
.

I

The
0
Indian Health Service (IHE),of the Department of'Health,Education,

and WelfaXe has the primary responsibility for assuring comprehensive health

services to Atherican Indians and Alaskan Natives. This responsibility is

discharged through a series of service units located in Indian comlianities'ind

'desighed to prov,ide preventive, health maintenance, and curative services to

the beneficiary populations. The typical service unit includes a-25 -50 bed

community hospital and outpati4nt clinic, one or more field-clinics, and re-
, .

ferral capability to a major medical center.

of public health mirses, sanitary engineers:

A field health

and one or more

service consists

tribal:1y, operated

health programs dealing with issues of preveition and community health

education. ,

-The Indian Health Sirvilp Is de ply concerned with the quality of hospital .

. . .

,. . A

a,

care as witnessed by the relatively large number Of service unithospi;tals
1

iirh#h have earecl'JCAll accreditation. iHowever, are a co onent of)
. i e

'..,)4

I"

.
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the IHS system, at opposed x0 the IHS acting:as a system of hospitals. For

this reason,icOncern for the quality Of.care,in the IHS extthds td the care

provided in the outpatient cliuici and in a

04.particular interest is the continuity of

ponenis of theqHS system.

The. Office of Research and.Development-
,

been developing a methodology fox assessing
.

'which has been-previously described (k2,3Y.

variety of field-based activities.

A6,
care between these various CQ111-

of he Indian Health gel:vice has

the quality Of ambulatory care,

nip report-ii part of a series
r

describing a pilot test of the. assessment methodology in six' service units of

thelhdian Health Service, three rural private practices, antwo large health

-maintenance organizations. This report presents and discusses data on systems

`performance drawnkrom tit IHS Service units. '-Subsequent reports will

examine other aspects of the pilot studies.

/
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METHODOLOGY:

7

The conceptual basis of the assessment methodology his been fully described
. , .

. . .

elsewhere (2,3). In summary, the assessment strategy is completed in stages.
. ..

. ,
First, a set of health pfoblems (tra,rs) is selected to represent the major,

' '- .

health problemsof the Community. A'procesfmap (or,clinical algorithm).ii
, - ' ,

constructed for each bealth problem io?describe the expected process of health
10p,

care. Process maps specify necessary elements of prevention,'screening,
'

diagnosis, treititent, and follow-up, dhd they define,acceptableApalth outcomes. .

In genera4i theset of tracers's4ected shbuld,'as a group, include all.the
, . 4. .

clinical functions of health. care forexamination.
. .

Criteria of clinical Care are defined for each tracer condition and are

translated into,audit questions (called .indicators);Nhich are the actual

measures'of.quality. The

based process indicators express a percent of the-tOta1 community which ,has

received a particular health:service. This class of indicatOrs characterizes

,the extent to WIliCh the health care system ismeeting the needs of its total

patient population. By tracking specific patient cohorts they describe the

continuity,'distribution, and appropriateness of'health services received.
.

This measure of system performance might be reflected by population-based
.

k

indicators Such as:

1. 'What percent.of the. community has been adequately screened for

dicators are generally of.fhree types. Population-

hypertension?

. What percent of infants in the' community hae been 'adequately

immunised against polioMyelitis?
- . .

..

3. What percent of patients diagnosed with otitis media, received

adequate antibiotic therapy/

-4-

I
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. .

,
Provider -based indicators express a percent of contactssbetween patients_

,

-
.

and the health care system in which particular health services were provided. . .

.

This class of indicator characterizes the adequacy of health services provided
:

.

.
, . '4-

When patients utilize fthe' health care system.' Provider-based indicator data
. .

. .,

. . can be aggregated to characterize the perfOrmance of individual providers,
V

.

Y
9 . v.

A'
,

. provider disciplines, or all providersfn the system. This performance measure

i-/
might be reflectid by indicators such as:

1, ,Whit percent of patient visits due'for aii) screening .blood

pressure resulted in a blood pressure recording?

- 2. What percent of infant visits due for poliomyelitis inmunizationf

resulted in an immunization?

What percent of patient visits including a diagnosis of otitis
r

media, was an appropriate antibiotic prescribed and a follow-up

visit scheduled at an appropriate interval?
dor

Finally, health status indicators euress'the percent of patients for

whom a change in health status has been documented. One should be cautioned

Against equating health status indicators with measures of incidence or pre-

...

malence:since the latter require a random sampling of the pOpulatiOn. Health

status indicators on the'other hand' oftenI.eflect change in health status of
t a. -

lelected patient gronip; e.g., only those,who were followed-up.

Table 1 shows the tracer conditions used in the,pilbt study along with

the assessment perspective (population-based or provider-based) and clinical,

functions of care covered, by each. Figure 1, shows the process map for

lacerations and the points in the process of care from which indicaor data

. --
is extracted.

4.

1
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Some indicatori are analogous to "Elm:, meters" arid can be constructed in

. -
1

'a sequence id-order to examine the continuity of care.. Frowthe procesS map

for, iron defitiencyanemia, shown in figure 2-the population can.be seen to
.

.

percolate down through a.variety of pathways.' If flow .meter indicators are
. ,

placed along the major routes, they, will.measute the distribution-and continuity.

.
of 14alth services. For exaMple, if an indicator is placed at the entrance'og

,

)
, .

will

,
.

the d agnostic e/ement,the reults il show how well diagnostic services, are
1 .

4 I.

disfr buted among the screened-positive population._ These indicator sequences

__
may fo es on and the clinical functionssot the health care process and can

.

expres4 "continuity" as a series of conditional probabilities based on

' ..
empiric 1 data. By examining continuity of care in this way, the assessment

. . ,

identify

,

methodo ogy can Identify discontinui:ies in'hearth care and distinguish

,4fbetween hose related to provider-behavior and those related to patient
-

. ---.
utiliiat on of services.

. _

In general a required health task is completed only when three basic steps

occur. First, there must be Contact between the patient and an ap propriate 'MR

prOvider. Second, the need forthat health care task must be recognized, and

.--finally the task Must be performed. Conventional wisdbm would suggest that
)

--...., . -
making contact with_the health care.iyitemlor services is generally the re='

.. .._

/

of the patient
.

The recognition function-is the shared re-
.

X- ,'.

sponsibility. of the patient, who ma50reflect need in his chief complaint, and'
. *

the provider whd-reviews the patient's 2ecord. The'performance%of the task,

finally; is the responsibilitof theprovider. In this study urinary tract

\

infections, iron - deficiency, anemia, and hyperte sion are the tracers de4igned.

to examine the continuity of care in this way.

i
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The service units emplbyed as pilot sites in this study were chosen in-a

e , c _

non-random manner., Four Of'the six were included because of a shared concern
.

forthe quality of 'ambulatory care,' while the other twovere included due ,to
,

. .

"characteristics of,their system or population that made the total group more
z

-representative of i11$ service units in genera/. Table compares the service
.

.

units by major characteristics. 'Criteria of clinical,care were established

I

.

for*each tracer by aconsultant With recoknized expertise in that conditiort.

The criteria were reviewed and approved by'N the clinicaf staff of service'units
(

C and D, which werethe original pilot sites. .The'criteria were presented to

the clinical staff of each'of'the other service units before or.during the

°study and there Are no par '± objections to the criteria establshed.j0

!

Within each tracer condition, indicators were selected to include, criteria4

t it were considered essential to good basic health care. Itdms that were
. .

, .6

i
controversial Or would be applicable in only a small percentage of cases were

4

* * not used in formulating.thendicators. Also tasks which were felt to be ..

,

reliablyndocumented (or-at-least should be reliably documented) were mote often
'v.. p

incorporated into the indicators. Items which might besperfor$d regularly, 4_. .

%4

but infrequently documented; such as elements of Mt history or physical exam
. ,

:4 or
1
counseling tasks, were incoporated into indicators only when they were con-

. - ..
. ,

sidered to be,essential for basic health care. The indicItors are shown in'

tables 3 to 13.

Data-collection instruments were designed for extracting the data required

to comp:ute each indttator aid were biequently"field -tested. These were * '-

descriVedand illustrated pre iously.(3) t k14."

prIevious exnprience with' his methodology has suggested tat a number of
\ r

individuaks can perform well in loth collection. In this pilot study data
\

.



collect6rs included undergraduate students in health administration, a medical

,student, a physician, and a laboiatOry technician with'anMPH. A study of
,

reliability,..using the physician as a standard, was done on a sample of cases

'reviewed by each data collector. None.of the data collectors varied by more

than 10% compared to the physician.

were.selected for audit for each tracer by 4aMpling from

the entire catchment area as nearly as possible. This was done in an attempt

to remove a bias toward patients who were miFe frequent utilizers of health

care. To examine the quality'of prenatal care for example.alist was compiled

. of all women pregnant duriikthe study year
.

the delivery room log, discharge diagnoses,

by,examining bitth certificates,

operative reports, anal lab

requisitions for "prenatal lab work." From this list a sample was chosen using

A standard sampling techniques.' Similar techniques were used to gather a

sample of infants for examination'6f infant care, and of adillts for audit, of,

1

hypertension screening. Cohorts for urinaryftract infection and-anemia were

selected from laboratory slips or the laboratOry log as these tracers examined

' the continuity of:care.distal to the screening process. Any patient ,Found

on audit to haveunaetkying renal disease or a nonrnutritional cause of anemia

were discarl d frai the sample. Patient cohOrts for streptocodcal pharyngitis

weres,gener ted by randomly pulling medical records .and searching for a visits*

involving a sore 'throat.' Finally, the patient cohorts for laceratiOns were

identified by review, of t 'emergency room log.

Audit orthe date forach patient involved examination of each health

record - extant for that patient. In many -oases this required audit of a medical

record at the hospital/one or more,field clinic recordsland public health

-8:11
a ti
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. .

nursi,g records, in Order to extract a complete profile of care for each patient

.for that triter condition.

RESULTS AND DISCUSSION:

41

'. At the outset it should be emphasized that the central purpose of the

quality assessment` methodology is not to make statements of "gOod" or "bad"

/, care. Rather it is designed to identify the relative weaknesses in the system

.-

of health care that require attempts at improvement. .Apart of this pilot,

study examined the quality'of ambulatory health care in rural private practice

and health maintenance organizations. Thede results-suggest that the ISIS in

general provides care.of compiarab1e quality and will be the subject o f a sub-
.

t sequent report (4). I 1111°

The results of'the study in the six pilot s.ites are shown in tables 3 -to.

13. The results are shown for each service unit and.the arithmetic total for
.

all service units combined. Although statistical tests of, significance have

not been systematically applied to each service unit, Spot.checking reveals

that for selected indicators there is significant variance between service

units. 'Because ofsthiiyariance andthe non-random method 6f selecting these
.

service ,units for the pilot study,:the results should be generalized to other-
,

service units of the IHS with caution. Howper, 'somejr ds can be noted and

tend to be consistent across the six"pilot sites studied.

WELL-PATIENT CARE:

Examination of the results for prenatal and infant care (tab es and 6)-

1 T.

revea genell:lly low rates for counseling and educationtrtasks (e.g

-

nutritional counseling, infant care counseling)
. Of this category, "f

9-

d.

, .

4

.
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0

planning. counseling" (table 3) appears to. be the most universally applied at
,

53% of the pregnant population. It is interesting to note that service unit:
.

A with a predominantly suburban population is sfstantially highergllan the
.4

total for this class of indicators.

. Similarly, care tasks related to health status-monitoring are also 'some-

whavlow. From a.population perspective the "pregnancy.mbnitoring rate" (table
%

3.) was only 16%. Yet from the provider perspective (table 4) this rate vas

Z9%. This is to say that the providers perform the tasks on, 79% of the

opportunities, yet only 16% of the pregnant population receives the tasks at

. ,

appropriate intervals. On the other hand. the dleemonitoring rate for infants

from the population perspective'(table,6).is 7%, while from the provider,.per-
c

spective (table
.

7) itas on* e
38%. ,This would suggest that the'system is -

.
. ..

.
.

missing a substantial number of opportunities to monitor the diet of infants.

.1

Similar results are noted for 'the "inTant 'care counseling!' "growth monitoring,"

' "developtent monitoring," and "nutritional counseling"-rttes for infants

(tables' 6 and 7)° and_ for the prenatal "nutritional counseling" rate (table 3) .

. In this study, thedata collection procedure' was extremely lenient in inter-
-

preting thecontent ipcord regarding ed4cational and counseling tasks.
4

% ti .a

For example single Statements such as "walkini" or "rolling over" or
= /

If

"development WNL" were considered adequate for; the "developtent monitoring

rate" (table 6). ;. .

. ,

Nonetheless; it: could be argued effectively that the performance of
. .

.

.1

i monitoring'
.

educational; and counseling tasks is substantially better than the
\ '

,

documentation of perfoimance, While this may be very true, the importance of
.

`--...''',,
'documentation of tasks critical to adequate care cannot be over-emphasized,

)

O

13'
-10- .
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particularly in a setting in which multiple providers participate in the care"of. :.. _
..-

patients. Without adequate'documentation, the assessment of(serl.licl needs it$17
.

----I V ,, .any given patcient visit rests on the provideris,assumption rather than knowledge.
,

.

- . . . .' k,
of which tasks have been done and which are due.

.

'The. "prenatal work -up" rates (tables 3 and 4) indicate that 'only.20%of.the,

6

pregnant wbmen in the community receive aprenatal work-up by t2}e-20th'
, .

gestational week, while the.providers perform the work-up within two weeks of

the.initial v4sit on 4% of the patients. Apparently providerperformanoe is

the limiting factor since' 64% of all pregnant
4
women in the Community make

.).
contact with;the system bythe20thtweek of gestation. TSe prenatal work-up

),*
*e^

rate is a compound indicator requiring four separateta of which the,.

cervical Culiure was by far the mot frequently. omitted.

°

A contrasting pattern is seen in the pregnancy-induced hypertension (PIH)

f
screening rates (tables 3 and 4). In this case'only 25% of.the pregnantf<

,

popul,?''- 4111

waation s adequately screened. However, the providers_recOrcfed diastoliC
_.,, .

bfood,pressi4es.on 90 of all visits by prenatal patients:, For this imitator
::-.,

..

iti,appears that patient behavior (prenatal visit patterns)- is the limiting

in
.... , ,A.,.A,

. ver, Ithis regard it should be noted that the "abnormal BP
-..,,. .t.,....

bates"recOgnition x (tables 3 and 4) were only 36% from both population 'and
!-. ,,.

.

pwider perSpe 'fives,. This suggests that although the system was' effectively

capitaliiineonithe Opportunity to document blood pressure, diastolic pressures

greater than,90,mm. lig. were recognized only 36% of the time.

4

The immunization rates of tables 6 and 7 deserve comment; Of the total''.

infant group, 69% had receled 3 DPT and 2 ON immunizations by age 13 months,

with a high of 90% in service unit E. The "total immunization rate of 40%



J
4

',added measles and rubella to the criteria. ,It should be noted that the audit

period of this study preceeded the current immunization recommendations.by the

American Acadegay of Pediatrics, US Public Health Service that measleSle
. . .

4'

deferred until 15 months ,of age.- Although it is difficult to compare rates
v.

across, differing criteria, these results appear to compare favorably with
I

immunization rates previously described among the patients of pediatricians (5,6)

The health'status Indicators for prehatal care (table 5) and infant care

0 * , . .

(table 8) are not particularly,enlightenimg due to the relatiVely low frequency'
# I , .

° 1

of poor outcomes in these two groups. .However,.the "adequate growth" rate'for
. lk , ., --,

infants (table '8) reflects an expected result despite the previously,Tulted low
, -

rate of growth monitoring, diet monitoring, and nutritional counseling.. ... _...

Finally, the "repehepregnancy rate" is encouraging as only 15% of pregnant

patients in the study period failed to space their subsequent_delivery by a'
,

leatt 18 monthg:

ACUTE CARE:
,

Examination of results for streptococcal , pharyngitis (table 9) and

lacerations (table lo) provides information on the manner in which the health,
.

, .
.k

,
care system is dealing with an acute infectious process and a minor surgical

.

problem. In reality these.indicatoTs should be termed patient-based rather

than truly population-based since the cohorts were by 'necessity selected from
.

.
.

'`the subset of 'the populatibn, who initiated contact with the health care system.
. .

1

.

The relativelyhigh"seleptive screening" Tate for streptodoccal pharyngitis
. . .-

reffeCis the concern of the IHS for streptococcal disease and ensuing rheumatic
.

.

fever rich still exceeds national norms in soMb Indian and Alaskan Native,
,..f

. . i

s.

coMmunitiet. The "reatment'rate" is also extremely high, although the "treat=
- ' -,, ..,-) , f' ''i'.!

.
g

'V



ment of choice" rate is somewhat lower due to use of a second line antibiotic

(presumably ampicillin) in service'units B and E. The "unsupported treitmene'
/

rate is acceptab y low although peaks at 3% in service unit D.

The documentation of woUnd description" and "extent of injury" for

lacerations (table 10) is somewhat low. However, it should be realized that
t<

both are compound indicators, i.e. requiring documentation of several items-
*

.each. In general,64% of patients with a sutured laceration returned in an

,

interval of-time appropriate for follow-up and 56% satisfied follow-up

criteria. Hbwever, in service unit F, 42% returned for follow -up,, whereas \\
II

: -

_

follow-up criteria were.met in only 26%
.

CONTINUITY OF CARE:
1

, I

The indicators fdr iron-"deficiency anemik(table 11), urinary tract'sin-

fections (table 12), and hypertension (table,13) were constructed to assess the

continuity of health care. Each expresses, the probability (based.on empirical

data) that patipits successful in the preceeding element of care, will pass

success lly through the next process element. Likewise the-transition rates

through multiple successive elements of the process of dare can be\expressed

as the product of the intervening rates. Perhaps the-most-publidized sequence
4, 0\

:

1
of transition rates is the "1/2 x 1/2" series used to describe .the care of -

hypertensive patients. According to a public health advertizing campaign, only

.

one. -half of the hypertensive patients haebeen diagnosed, and of these, only
,

.

.

.

'one-half are under treptment. 14 product of these (0.5 x 0.5 = 0.25) expresses
3

the probability that a given hypertensive individual has been diagnosed and

placed on medical management.

Thii 'approach has'been applied to the aggregate service unit dap for

-13i6
S.

V.



1 %

.

'trinary tract infections,(STI).and iron-deficiency anemia as shown in table

14. The "overall process success rate" is, derived from the product\of the
,' 4),:_

F

successive indicators, -did is ilkfoi.UTI,and 615% for'ademia. The same

approach also can be used to examine elected sequences Of care.

the pro.bability that a screened,positive individual will progress

process as far as treatment. is (.0.88 .x 0.89 x 0.5Tx 0.95 = 0.37)

4

$
(0.87 x 0.69 x 0.49 x- 0.82 = 0.24) for anemia.

For example

through the

for UTI and

Similarly It'is possible to estimate the impact of mproving selected

aspects of Card byl ubstituting'ii the cross product equation. For example

the benefit derived from increasing the recognition functj.ons to.an ideal

level can, be estimated by substituting 1.0 for the observed rates of recognition

steps. Since an improvement of this magnitude may be
a

an estimate can belliade of the impact of increasing t
I

i

leVel midway', between the observed and ideal rates. This,can be done by
1

1

somewhat untealistit,

e recognition rates to a

. Substitgting

ObserveEl rate + (1.0 - observed rate)
2

for thelrecognition" indicators.

As an example, table 14 compares the observed overall-process success"

rates for UTI and anemia with those derived from stimates of raising selected
.

functions to the 90%,level. ImproviNg"recogni ion' and patient "contact"
.

rates to 90% has roughly the same impact, ilth ugh in most health care settings,

improving recognition rates (provider behavior) would be more easily accomplish-,

ed thaii improving patient contact ra te (patient.behavior). Improving assessment

and treatment tasks to 90% achieves yet more impact or UTI, and improving

'combined recognition-action tasks results
*
in substantial improvement in "overall

za.

4.

:7
-14-

1

,1

A \



4
P

oa.

process success" for both conditions

.estimated Increase in clinic workloa

pharmacy services, etch) accruing fr m -such improvements can also be

estiiIied. /

f

As an extension of this approach, the

(physician visits, laboratory service's,'

_ . -

However, each Service Unit presents a unique configuration of health

seryites-and-service-strategies, and -someservice_units-do_not -necessarily
9' '. -. .

. -.

.'follow the patterns that emerge from the aggregated data. Table 16 preserits

& .

the observed rates for anemia along with the estimates derived from projecting ,

improvements in_contact, recognition, and task performance, for service units

A, IS,' and F. Service unit,A derives its_greatest Inotential improvement in the
-

dontinuitY, of care, from-ilidieasing*the recognition rates which results in an

overall° process success. change from 11% (observed) to 20%'. Seryice unit H, on
o,-..

the other hand, derives substantial improvement through improvements in patient,

contacts rates, thus invreasing the overall proceis success rate-from 3.3% to

13%. Final'l'y, service unit F realizes a projected nine-foldlimprovement in

_continuity through improving the frates o task performance,_thus increasing its
, ,

observed rate of 0.8% to 7.7%.

,.

Further-variation in the ,9ntinUity of. care among the service units is
. i

summarized in table 16. The "case finding rate" is computed as the,roduct of
ik,

i ..- ,
-i°

all,raies from "contact for screening" through "diagnostic Work-up". The
. . ..

/"Hollow-up rate" is similarly computed as the product of the "contact for folloW
/

, /
up rate," the "follow-uirecognition rates,"

,

and the "follow -up irate." Also.
. . - ! ,

shown in table16,,aie aggregate rates for patient contact, recognition, and
,

. -

task performance. The '!aggregate contact rate" expresses the probability that
. t* ;

patients will make all required contacts with the system for anemia, and is
.

.

- , . 1

J.*
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\

\ \.

,

computed 'from tlie product of the three contact indicators. Similarly the
\

1

"aggregate recognition rate" andfla gregate task performance rate" express
.

the

probability that all requiredecogn'tion steps and all tasks are performed,
\ %

respectively, and-are computed frOm the\siig of the component indicators.

From table le, it can be seerOth service unit A clearly is suiieribr\in

-case-find-ing-while-serviceiuni4 D-excell in fol low ront-- the -aggregate

- ,
,

contact, recognition, and task performance tes of.table 16, it is apparent.,,
.7.

e...
..,

that service unit A has no relative weakness hile service unit B is 4
.

.
.

relatively weak in patient contact and the relative impediment to contiruity

in service unit C is recognition. Both service t E and F perfotm relatvely

patient contact and recognition, but fail tN complete the req ed

e

health service tasks.

tr
`-

C-
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CONCLUSIONS:

Results from a pilot test of a quality assessment methodology
-a.

service unit's have been described. The limited data suggest that although

each service'unit presents a different profile of health care, some general

trend can becle ted.. RelatiVely low ratesfor counseling and educational

littasks in maternal d-child health have been noted: However, whether these

rates reflect system performance or documentation practices are unknown.

rIn several cases the limiting Lactor in the ,ploVision of a health service was

noted to be a lack of recognition of service need by the provider rather than

'the conventional assumption thdt patients do not utilize services '(make visits)

effectively. Finally, examination of the cOntinuity of care suggests that

subttintial improvement can be achieved by pinpointing and addressing area's of

relative weakness. A subsequent report (4) will 'show that similaF problems*

existin the rural private practices and health maintenance organizations

cooperating in this pilot study.
.

The.study suggests four Major methodological issues that should,be"of

concern in future application of quality assessment techniques to'ambulatorir
. ,

%..I care.,-First, examination bf provider performance alone does not necessarily **

f
,

ti
. .

reflect the adequacy of care received by the paent population. In this

studpopulation-based and.provider-based indicators were'employe4 to examine

Z. the effectiveness of care received...

' Second, the study employed'indicators specifically designed to examine

the continuity of care. These results suggeit significant:impediments to the

continuity of health care that would not have emerged from a study, that emphasiz-

ed only the adequacy of the diagnostic and treatment processes alone. This

J

40

.e
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study would suggest that improving the adequacy of only the diagnostic and

.

treatment aspects of care to an ideal level would not necessarily result in

..continuous care for-the majority of patients.

Third, examination of health status indicators do not add significantly

-to the inform'ation,terived from this methodology:. However, important outcome

measures say lie to assessing the quality of health care, additional 'develop-

mental work is needed to clarify a concept of heililt outcome andapply it to
, .

quality assessment techniquei for ambulatory care.-

Finally, this study methodology is based on the tracer approach to
_

appraising'health care. A& such 0 makei two assumptions which.have never

been adequately tested. First it assumes that the information derived from

eicamitation of a "tracer" disease is similar to that which would have been
I,

gbiaineefrom examination of. other "similar'! conditions: More importantly,

the,Amplioit assumption within a tracer approach isthat'adaptive process

directed at improving identified deficiencies in health care for a tracer, '

. .

will result also in improvements in other "simikarm conditions. The latter

assumption is particularly tenuous as attention directed itoward.a tracer

ti
condition may, in reality, detract from the card provided for other similar

4 ..
conditions. Several studies are currently underway, at the Office of Ile-tearch

nd Development, IHS to test these assumptions, -but until ohjectiVe -evidence

is available such assumptions must be viewed as tefttative.

411.
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ASSESSMENT PERSPECTIVE
4
CLINICAL FUNCTIONS OF HEALTH CARE

.\CONDITION

Popolatidn- !Provider-
Based Indicators. Based Indicators Prevention

-

Well-Patient Diagnostic
Surveillance Screening Evaluation Treatment Follow -up

PRENATAL .CARE

INFANT ARE

X1. X

STREPTOCOCCAL

X X X X
4

X
4 r

X X X

LACERATIONS OF
SCALP AND ,

4ECTREhtITIES-
X

rEERT

UAINAY TRACT,'
INFECTION'

X X
II

X

X

X !,d X

4 . X

ARON-D6ICIENCY
..ANE4IA

-ta

X X X X ,x

.X

X,

TABLE l Tracer Conditions Used In Pilot Study In Relation
To TlwAssessment Perspective And The-Clihical:.

,Functions of HoaltIrCare. 40,

4.

41.

'26



...

---

.

SERVICE UNIT

,

. ,

f

....,

. Population In ,-----
Catchment Area

.

--

Size Of
Catchment Area

Fixed
Facilities

c--

No. Of
MD's

Ilo. Of

-.PHN's -

.

No. Of
tHM's
PA's

No. Of
Tribal
Health
Worker's

_

'

-:---
,

A - 900 111 sq. mi
.

1) 1 clinic
...,

e- 1 i 1

.

4

B

.

.

.

6,155

,
.

. .

A. 2,854 sq, mi

.

,

i

1), 50 ,bed

h tal

aftd0
2) A Field

'Clinic,

5

.

5

.

i 3 10

V
,

, .,--

1-'

r

-

C
.

.

-

.

.

.

. .

.

.

,

,

14,480

-,

,

.

.
,,

100,000 sq. mi

.

.

1) 170 bed
- Medical

Center
2) Multi

distii)-

linary ORD
3) 2 field

clinics

_

40 _

.

--- 5 1,

. .

.

.

_ 35

.

.
,

,

.

D

. . .

3,800
.

.

38,000 sq. mi
C..

1) 29 bed
hospital
and OPD

2 3

,

0

. ,

30

. E
.

.
.
/

'4,926

.

-.--

6,375 sq. mi

.

1) 41 bed

, .hospital
and CIPD

___

5 ,

,
1 1

.
.

25

.

. .

-,_F

i

..--,..

,,
. . .

,

r

4,554
.

.

,

5,200 sq, mi.

.
4,,, "----.2)

, _

1) 39 bed
hospital'

and OPD
1 clinic

4 .

, ,
.

16

.

_

.

.

.

27
,

.

.

, .. .
..-

TABLE 2: Comparison Of:,ervices Units By
Major Characteristics
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INDICATOR

Prenatal
Entry Bata

IESCRIPTICti

Percent of pregnant wren who encountered
the health care system by the 20th week of
gestation.

Service
Unit A

% N

8 So

,,Prenatal
Hark-up

,.Rate
T

.

Percent .of pregnant wan who had documentation
of VDRL, cervical culture,
pap smear, and alinical palvietry by. the 20th
week. of gestation., \

30 So

'Service
Unit S.

N

,Sartfrce
Unit C

50

is" B3

31. ea

Ris.
Asse.4pmen t
pate,

ire F*
pregnancy
ROcurentaticn

Percent of pregnant win who\ had a statement -
of risk or progno.iis of pregnancy by the 20th
week .of mestation,

Percent of pregnant who had docinentation
of whether pregnancy was wanted, trt.ranted, or
undecided by the 13th week of gestation.

t.--ttnwanted Pre-
'may TAB
Bato

30 so 6-0 $3:

24 So 8 So

Percent of warren with dodunentation of unwanted
pregnancy by the 13th week who received `l TAB. 0

Poly
Planning
Counseling
ato

Percent of pregnant wen= who had docurentation
of family planning counseling during the prep
nancy prior to delivery.

NS
So 4 6

'TAU Family
Pl'anning
MA._w_

Postpartum
Family
Planning
Edo

Percent of warn with TAB who began family
planning within 8 weekS after the TAB.

Nutritional
Counse Ling
irate

29

Percent of women who began family planning or
for whom their intention not to begin family
planning was documented within 8 weeks, of

PerCent of pregnant waren who iverd
nutritional -counseling" by the Ith week
of gestation.

TABU, 3 ; System Performance
°' For Prenatal.Care (Population-

based process indicators)

Sa

40 83

.81 ti,

ls"

47a /0

67

Service
Unit D

Service
Unit AI

Service
Unit P

Total

N

Z 4/ 29 3e? 64 goo
OP

o SB 24 30 0 Soo

0 513 30 300

o 5.8 0 30 /6 300

0 /4.

53 SS 2 43 30- 53.284

0 /00

5-9 24 73 30 04'

3 S-8 3 30 /5 2131- 9

30



.
. .

INDICATOR

Service Service
B

Service
Unit C

Service
Unit D

Sitrvica
-Unit E

Service
Unit F TotalUnit I. Unit

N t N t N t N E. 11 t N - t N

rescRiprim

50 92 5-0 . 37 1.7 7 68 3 29 4 30 25' 2g4
Kir
Screcnin3
pate -

Parent of pregnant wawa bto-had- their blood
pressure reoorded at least 3 times in the
second and 5 times in the third trimester.

31.

1

Abnormal
Blood Pressure
Recognition
Rote

Percent of patients with a diastolic BP 90,
who had a diagnosis br narratiUt documenting ,
recognition of the abnormal result.

..

.

U. 13 6-0 12,

1

o

,

7 0 100 1 -. 0
e

.

34 se..

A.n;Mia -
Screening *

Pate

it.
Perbent of pregnant warren who had a hemoglobin
or hematocrit recorded in the first 20 weeks
of gestation.

qz so 4 50 VI 47 59 as 41

-
k

2? 37 30
'
55 zgit

..

Pregnancy
Monitoring
Rate

Percent of pregnant waren 'who had the fundal
height recorded at least 3 times in the
second and 5 times in the third trimester, and .
hard the fetal heart rate recorded at least
once in the seoondiend 5 times in the third
trimester.

44 So .
)

ii,

'
.

6-0 Z/ Li 2 SB Q 29 3 34
,J

.---

/4 214

Pcetpartua
Contact
Rate ' ,

Percent of delivered patient who made a visit
within 8 weeks after delivery. 41 so 34

I
SD 75 . 47 '46 SB 52'

,

29
4....*

57.
''

3o 5-7 2g4

Portparttra P
Roney-up

QRate

Percent of delivered patients making a post-
pa4tun visit with aey statement regarding
exam of uterus, BP", and,weight.

54 Z4 41 17 52

,

45 3g 441 15- 24 /7

.

44
.

/41
Portpartum
Follow -up
Rate

.
Percent of delivered patients with art/ state-
Kent ddaxrenting examination of the uterus,
BP, and weight by 8 weeks after delivery.

2/,

,
.

5-0 & 6 -.
.
.

47 29 58 2/ 29 /3 30 14 zg.4

31

TABLE 3 8 (Cont.)
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.
LIDICAP311 DESCIttivri(14 1

Service,
JI

:..'__Sorviee Se -rich
unite IA C

Service
un t 0

Service
Unit a

vice
Unit IF

- 7
Total

% N .! MilMUM IM.11111MMIIIMILIIIMAIIIMI=at
11.1t-up
Rate

ereant o irst prenatal visits which resulted in
a .1 cervical cplture, pap smear, and 'biblical'

lvbal within 2 weeks of the first visit., f

ercant o rat pnalair Ins wn cn roan .. n
a statencult of risk or prognosis of pregnancy

weeks
with-

in 2 es of-the first visit.

so

Co IN
48

48.

39

2

83

$3

/2.'

ti

SS

SS

42

3 ,

29V

29

/3

20

30

30

34

9

298

248

W.;
Assesseent
Rate
renata
Work-up
Rate (by
20th week

Percent o rat prenatal s is occurr pr or to
the 20th week, which resulted in a dodwentation
of a VDRL, cervical culture, pap smear, and clinical
-ltrime the 20th week.

.

34

34

44

44

IS

/5'

.

21

27

-

4S

2

62

42

14

0

3 I.

'34

se

0

a

/ 2

a

0

/2

II.

30

/0

113 '

/93

MI
Assessment
Rate (by
20th weak)

Percent of t rst prenat v s isuccua rrZ1E--"i74----11por to
the 20th week, which resulted in a statement of
risk or prognosis of pregnancy prior to the 20th
week. '

(.7-icre Inc
?,iegnangt
)acanentation-
Rate

Percent of first prenatal visits which resulted
in a statement of whether the pregnancy was
wanted, unwanted, or undecided. 30 6-0 11

-

18 33 83 o s-s- O 29 3 30 /1
,

298
ti anted
Pregnancy
Counseling
Rate

Percent of prenatal visits for waren with un-
wanted or undecided about pregnancy 4ithin two
weeks of docuentaticn, resulted in counseling
regarding desire'for p .

So 2 /00 / ma /` ...-; 6 ..-- o ---' Co 96** . 19
Anemia
Screening
Rate

Percent of first prena vis is which resulted
in documentation of ihematocrit or hemoglcbin
within two weeks of first visit. 04 5-0 ls 48 E33 83 831 43 90 21 gl 30 85 298

Pregnancy
:bnitering
RateRV
Screening,
Rate

Percent otnprenatal visits mada after first
visit which resulted in docunr.ntation of the
funilal height. 83

q/

40Z

3511

BC

98

30 52

tz

:49s-

420

7/

51.9

310

308

85. /3/ 54 lo? 1? /753
ercent of prenatal visits male in the- second-

and third trimester which resulted in documen-
tation of the diastolic blood ressure. 97 121 94 /AR '74

..

1739
Pnc.)
Blood
Pressure
Itenition
B77-.,.

'crew= o p v is wi a recor -
diastolic bl. pressure greater than 90 urn Hg,
resulted in A diagnosis or narrative indication
re.., tion of the abnormal. result. .

L

69 22 40 10- /7

,

0 6. /00 / i 0 36 55

r'

TABLE 4 Provider Performance For
Prenatal Care (Provider-based

Process indicators)
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INDICATOR DEZCRIPTIal

Service.
Unit A

N

.

Service
Unit

II
8

..

Service
Spit_C

Servibe
Suit)

Service
i-

Servit
i

Tote'
r.--

'
-.11..II, i N 1,

Normal Birth
liaiciht Rate

PerCentOf in-einanaes resulting isi a birth
weight between 5 'lbs. ,B of and 9 Ibs. 94 50 94 64 B 45 9/ 57

.

62 2 /a 30 * 86 281

Acceptable
Ora Minute
3ter Rate

Percent of pregnancies re9Ulting in an infani
, with a one minute Apgarilof 7 or greatfir.

..- . 94 so
,

so 9/
i
44

6

94' 53 6? 2 93 9b 276

Observes
NH Rate

.

Percent of pregnancies with docuentatice of P371
or doamentatiai of a diastolic BP>90 nu Hg. 26 SO 24 .66 13 47 58 3 2?

,,/yo
- '

/3 : 284

225-

-
Observed
Gestational'
Diabetes
Rate

, .

Percent of pregnancies with docimuntaticn of
gestational diabetes. . .

_ /2 So 2. .SO 1 47 a so

-,

%
4

Cbserved
Anesais
Rate

-

Percent of pregnancies screened for anemia with
docununtation of a lief < 3n or a Hgb<12`. /4 .1 7/ /7 16- 67 31 -58 31

.

29 So 30 29 244
Operatiye
eel-ivory
Rata

,

Percent of'pregnancies resulting in delivery
by C-sectica .

. .

so 2 47 0 58 ,v
r-

0 30, 2 z.84

Fpaat.
Pregnancy
Rate

Percent of wren whnhecawe pregnant again within
12 sixths of pitivicus delivery.

i
Zil 50

gm-
15* 39 7

:

.
,t
47
-

/4 3/ _-- is' /92
.-.-.

,35
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1

* oalt-A--- 'GUI" : Daie- _unfit -5- tam' i Total '
. rinif.AT3R OrMcRIPTICH s s LK t I/ _..1............ti _.1.---11--_ _-_1--__.11.---.:

nx a ercen o in ants rro .rs woo recex - a or
Feeding feeding,instxuctions documented visor to' dia. t ,P

Instruction charga -after delivery 72 15'o 41 4k 4o 78 27' 41 94 29 13 30 51 274Rate
Initial - Percent of infants' mothers who had docurantation
Infant Care of counseling on general topics of infant care`
Cciunsaling prior to discharge after delivery '70 60 GC 4(. 310 78 A39 4/ 24 29 /0 3D 48 279

.Rate %

4nrant Care Percent of infants' mothers who had documentation ... 1
`Counseling of infant care counseling at least once in the
Rate first months and at least once in the second 7 78, so 54 44 3 78 5- 41 74 .29 gz 274

months f life. _ k.-- _____.....
trouth ,/ 'hero =n of infants who had weight' and length
flomitoring recorded at least 3 times in the first 6 and at 4Z 50 18 49 4/ 78 20 4/ 3 29 3 30 24 277
Rata least 2 tines in the second months of life.
Dave. op-MT:...----It event o zurFrk itf---11riaddocumntation of s -

1-bnitoring developmental milestones at least 4 tines in
Rate the' first 6 months and at least 3 times in the 40 50 2 49 o 78 0 41 29 O 30 8 277

second 7 months of life.
II aroanto in ants "en . . to on o

' wring /dietary intajie atAeast 4 tiles in the first 6
Mate months and at least 3 tines in the second 7 2z 50 12 49 I 78 2 4/ 0 2.9 0 30 7 277

walls of life.-
., .hernia Percent of infants who had a hemoglobin Ear w. .

.....__.....-

screening tenutocrit re&rded between age 6-13 nonths.-- ii 60 56 49 5p 78 41 41 7 29 7 00 43 . 277Rata
213 -- r ants who tpd- a FPO or Tine test
Rate recorded between ages 6-13 months. '. G G So 61 49 55 78 24 41 83 29 23 3o Si 271--
hip Dysplasia Percent of infants who had documentation of a .

screening hip exam in the first 6 months of life.
Rafe I 44 60 5/ 49 37 78 6/ 4/ 1 29 .3-1 49 277
ibT-0ev Peru-ant of infants who received 3 OPT and 2 -
lammizaticn OPV immunizations by age 13 months.
Rate o , 44 40 53, 49 78 78 43 41 90 27 $'y 30 67 277total Percent of infan who received 3 OPT, 2 OW, a .
Immunization measles, and a Us immunization by ade 13 .
Rate months. , - s.i. 1 5-2, s-0 14 49 44 Is 44- .4/ 49 29 3o Jo 40 q77 .

.-----7.-Nutrition Percent of infants who received nutri, on
Counseling counseling 3 tines in the first }3-lirinths of 48' So 44 5d 5-1 71 4 44 . 21 41 zliRats life

lr

TABLE 6 s System Performance
Tor Infant Care (Population -

based process indicators)

'
I.

A
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I- INDICATOR
MEga
Watering
Rate

-

Lmtunizaticn
Rate
met
History
Rate

t

Desaumal
Percent of infant qiniiEsTEIW:-ZI7gjE0ing
of length and weight during the first 13 months.,

(3f life.

ace
Unit A ''

42 503
Percent o rant s ta or a

DPT innunizatpen, resulted in the immanization
--being'given.
Perm-ntofintant visits luring the first 13
months of life, which resulted in acs statement
of recent dietary intakes

TAMS 7 i krovider Performance
ror Infant care (proviear-basad

process indicators)

441

Wealth Status Indicators)
DiD/CRIOR DESCRIVf10.1

43

31.

296

.503

b11/11/CII berlaC41
unit% unit c

39 4/9 58 541. 4D 3e3

38 284 7/ 284 48__/84

34. 41? 42 1. ao 303

aervice berVICO
Unit 0

I

Unit a

17.:A7--

\

Adequate
Grwth
Rata

Kith
ilapression
Rata

Percent of infants-whowere between the 10th
and 90th percentiles for height and
weight at apprcodmataly one year of age.

Percent of infants who had an Apgar of 6 or
less at one minutia or Jess than 135..five
minutes.- --

Service
Unita
t. N

85 33

0

1

eecvlos Service
. 11 Unit C

t N, t

74 27 73 78

4 49, I. 78

67 125

-138

49

9/

125

.

Service
Unit D

49 4/

MetVice
T

uoit r
otal

34 67 4 /943

91. 55

/2 67 ,5es /943

'1 4

S.

Service
Unit

t

.

41 3 .2?

Service
Unit

e

Total

3

.-"

30

39

-Tisuci3 Infant Care Outcomes .

(Nealth'Statue Indicator.)

N-

I.

Z17'

40
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DR:de/NOR DESCRIPTION

1.,1.......--
) ..111111.4,...-

....11_-___H--
1 .

1 ...
-al'',

...q7

......t ..
mat 0

40 ...
-Unit.0

U .

N

/37

.-bUrVI.Ca"
_Unit.4
57

N

196

&Mike
__Unitik___

SS

N

62

SirViii
len t P total

__t__

44

N $

itc,

_V_

5c)

! _.

69

... M ...

534

Selective
Softening
Pate -

Percent of patient-cpiscdas dr pharyngitiq

who received a throat culture within two .

days of the initial visit, SP n
treatment '

Pate _,

Percent of patients with a positive strep
culture who received an ihtibiotic within

.

five days of the culture date.. kV

46

5

5-

49

?5-

58

.

4,

12

12

S

97

97

/B

33

33

/37

83

83

44

, ,

44

pa

..

,

53

/4

/4

Are

/Do z

go

79
_i_____

22

.

/12
.

//Z

treat:n=6.
Of-Choico
Rate

thsupporte
Treatnent
Rate

Percent orptients with a positive strep
culture whoTaceival either 1.2 nu LA, bicillin
(600,000 units for children less than.60 ibs.

.

or 9 years of age), oral' pehicillin for 10 days,
or erythronycin for 10 days within 5 days of
the culture date.
Percent pa ents an e. ... o -%71-T.

who received an antibiotic without receiving a
re_ . .throat culture." 37 194 IS /4 6.° 5-34Positive

Stm
Culturkw

Rats

perceiit:eof pharyngitis episodes culturedwhiai
re,itated in a positive culture for strep.

...
- /2 4 34 3 33 99 3C //3

.

343 40 5
./

42 2? 372

424

41:
ti

TABU, s System Performance
!or StreptococcalDisease (population -

based proceil indicators)

441
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.

IMICAIOR DESCRI Mai

. berViFO
Unit
.t.--

Aii-
aervace
Unit 11

II

laallco
Unit
%

C ,
if

berVICS
Unit D

sarvIca--
Unit E

MIMICS:
Unit r

.

Total
t I N I N ' I. Al N

,tiound
Description
Pais

Percent of scalp or extremity lacerations for
whim the follcwing were docuwenteds . ..

1. time since the laceration
2. cause of the laceration
3. description of lac ration

.

64

, /I.

LB

.

60

Se

50

. ?

22

90

,
,

-19

49

19

34

39

SG.

go

/DO

/00

23

18

31

9s--

9S"

96

4o

D

5-0

So

So

38

28

88

so

so

so

64

27

62

594

394

394

DocreeIltatial
Of Extant of
Injury Rata

Percent of scalp or extremity lacerations with
documentation of Ozsessrent of bone, nerve,
and/or vascular involveacnt.
Percent of scalp or extremity lacerations,
which had documntatton Of current tetanus
coverage, or were provided additional
coverage.

Tetanus
Prophylaxis
Coverage
Rate
P7.1asit
Rate -

Percent of patients who had laceration sutured
...bo had an encounter with any provider for any
reason within 5 to 15 days after laceration
was sutured. '

.Percent pa eia--- Its with stera on or
aim acne statement of wound healing was made
within 5 to 15 days of initial enccunter for
the laceration. .s

,

8 L Z/

136

Bo

30

30

44

Sa

72

72 .

87

74

.

23

23

41

30

34

34

42

21.

43

43

4f

54
.

.

223

.

215

Enci-up
Rate

.

Cbse
Wound
Infection
Rate

ercent o p or extremity acera ens
docunentaticm of a wound infection. (2 *a.)

4, So iz
.

49
a5 Me).

,

15 6 SO. 8 So

1

L 340

G.,

TABLE 10 s System Performance
For Laceration' (population-based
. process indicators)

sr.

44 ,
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-INDICATOR =mama
'Vertent

service
Unit'A

Service
Unit 8

Service
Unit C

Seri/ion
.

Unit D
Service
Unit E

Service
Unit F

TOTAL%NIX t N 't N t , N I 11 t 8

94

.

,

mo 72 po -97. /s-4 78 99 7/

.

58 70 6o 82 571

Contact
Ibr
Screening
Rata

of infants and prang tients
who aerie contact with the health -tra
-system when they required screening for
anemia. (Peroant of infants contac
the system between age 6-13 months. P
cent of prenatal patients contacting
system by 20th week of lestatien3

Screening
Rate

Percent of infants and prenatals making
bcatact for screening, who had a hemato-

. crit and/or hmroglobid. 7.1 94 7z 72 e9 /40 77 34 4!
,
31 4Z 433 444

Evaluation
Contact
Rate

Percent. of patients screenecfnceitive
for anemia (act 33 and/or Ugh 11) who
made contact with the system within 3.

. weeks after postai:Fe screening. 19
-

45. 6-4 so boo F 4 o

.

MO // 9t 513 /oo So -87 z2,4
.Abnormal

Screening
ReCognition
Rate

Percent of patients malting contact for
whoa there is any statement or action '
indicating recognition of the abnormal
.esult. 80 fO 7/

-

28

-.

rBs-. 20 Ma

-.

1/

....._?"....c

54 45 5'8

,

50 6.1 197
Diagnostic
Work-up
Rate ,

Percent of patients wiffi-recogattion
of abnormal result, for whom any state-

.vent of dietary intake was made. 78 32 8A 20
,

35- /1 /8
.// As 413

.40 50 _ 41 , /78treatment
Rata

Percent of patients with recognition
of abnormal result, who were started
on iron theraw. (1 wk) -4--

gg 3z 55' 20 88 17 /DO // 135- 27 83 29 in 134
CbataCt
Rate For
F011aa-up

Percent of patients who made contact
with the health cars system within
3-6 weeks after inn ther was instituted

57' 25 46- // 35 /5" .73 1/ IS 23 So 24 51 11Z
Pollam.p.
Recognition
Rate

Percent of patients contac ng the system
3-6 weeks after therapy started, fOr whom
there was any statement or action indicat- .
ing the need for follow-10.

66 IL go 5. 20 5. 75 8 1/ /I 58 ./2 45

..

5i
.ibllow-up

Rafe

-

Percent of patients with recognition of 7----
the need for follow -up who reoaiveda herao7
girl:anima/or hematocritVithin 3-6 weeks

0 after institution of iron therapy.
/De 9

.

/4, 4 '/g 1 /A0

-
6 so

r-
lo

.
71

..

,7 81

IN6ICATUR
Screening
Yield

solution
Of Anemia
Documantatiaa

to

TABLE II I Continuity of rare
For Iron-Deficiency Anomie

-44*

CCSCRIPTION
Percent of infants and prenatal patients
screened frit. anemia who lied a Hgb 11
and/or Het 33.
Percent of patients with a repeat lict
and/or !lab 3-6 weeks after therapy
started, whidx resulted 1.11' a Hat '33

or 11.. 11.

Service
Unit A

Service
Obit 8

Service

Unit C
t N t

/7 72 gz

t

23 '17

411 5 4. /4,

Service
Unit D
t N

43 48

83

Service
`tinit

Service
Unit F

I N

TOTAL

22 46 39 22 zb 337

56.

TABUS (cent.)

r

45 t 46



*

LIAM= flr:IPTION

Sarvida
Unit A

Service
Un 1 S

.-Seivili
Uni C

Sarvice
_Di;
L_A____II__.

7?

Ma

D

/9'

ir

ierVic-
unit,

__I_____B,_

476

n

E

.

6

48

service
___Uni--:-.

a H I

88

9

5b

Total'

,

t

V ,..

241

253

Zes8

! N % N % N
Eraluation

Contact
Rate

Percent of patients with a positivoine
culture ( 100,000 organisms) who made

-contact with the health cake system within

2 '.1aeks of -itivulture.
84

93

SO

42

72

83

So

34.

98

98.

46-

44

.

91.

4?

ss

SO

---...)48

33

Mnonnal
Screening
recognition
Rate

Percent oriiatiehtcing contact wi.Thdi
2 weeks, who,hed any statement or action.
indicating that positive culture was

rcognized.
biagnostio
Evaluation
Rata

Portent of patients with recognition 9f

positive culture, who had documentation
of the history, description of taus,

.... rature 'and 1 -tion of the en.
44

.
4/ 53 30 44 . 47 46-

.
44 41..

Treatment
Rate

Percent pa ents with recogl on o
positive culture, who were placed on an
apprepriate antibiotic therapy within X
weeks of positive culture$ s., ,

'Percent

'

95-

7-#

41

37

93

79

ao

Z0 '1,14

98
.

.

'43

t

/0.0 /6".

/5-

94

/
67,

44,

44

94/

I.3

33
-

95

68

,208 s

lea
Pollcxi-u13
Contact
Rata

of patients treated sthe made
contact with the health care system within

1-4 weeks after the treatment started.

tollud-up
Raboghition
Rate

Percent of patients making contact for
whom there was statement of action
indicating recognition of the needfor '
follow -up. t

52 29, 4i.,

tA
Z2 ilif '31 69 9 32

v.

2S 58 19 Sp /3s'
blloa-up
Rate

Percent of patients with recognition of the
- need for follow -up who received a urine coil-
ture within 1-4 weeks after treatment started.

L 7
- '

/5. 82 // .,IL 89 9 so 8 . , 72 o
Negative
Re.culture
Rate

Percent of-patients treated and followed -up
who had a repeat urine culture _resulting in

.__-, 100,000 organisms.
lo fi 44°

,

9
_

8o 25* 88
°

%a 25 4 o
.

'47 58

1

47

TABLE 12.1 Continuity of Care
For Urinary Tract Infections

4,

o 4

4

.

4,
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.

. .raw 'nescannial
Service .

uriit A
14ervico

f.

., Wilt B _
Service
Unit C

,.

Service
Unit D

Service
Unit B

Service
Unit F -Total

s H _t

92
_. _ _

w..;
913

..

.

Si.

H

50

14

9

1

84

'7

66

ft;

97

8/
te

/

jH

/
44

it')

/06

96-

..

/6.-

Sk_ji

64

4.

62

- --
ioo

44

8

I

Go

88
..

,
zo

H

.

/00

,

40

lo'

a

78

79

!00

w

503
.

394

(07

Scrocarni
Contact
Rap

Percent of Who macb contact with
the health care system jh least once within.
the three year tine train (l/1/74-1/1/77).

..,74 .,

/DO

Go

50

,

. 48

/0

Screwiing
Rate

Percent of patients making contact who had
-their:blood pressure recorded at least once
(in the/absence of trauma, pregnancy. ire'
trkoadon, or under the influence of medica-
tion knom to elevate blood pressure).

kr.orma.1
Screening
Recognition
Rate

Percent of patients with a positive BP
screen (diastolic OP 90) for' whaa there-was
any statement or action indicating recog-
ration of the abnormal result on that visit.

Fi ne .*

Screening
Contact

, Percent o pa eats w , . scree
11P who madecontact with the system within
6 weeks of the abnormal BP.

1.

33 I, Go S As
4

to /5 so 8 /00 2- 65 57
Rzscreening
Rata

Percent of patients making contact who had
a blood pressure recorded within, 6 weeks of
the original abnormal result. "r-

go .2, 3 9. /00 4 mo 84 '3Z
Screening
Yield

.

Percent cif patients screened-during the
time, frame, who had ens or more diastolic
blood ress adi d above 90ma'. .

--4

21 48-
,

2o,
.4 ,,

21.;%. 4,1 25" to .. /9 13 19 5-3 22 Bog

7

=mg 13 s continuity Of Cars
for Hypertension Screening

4

1

4

50
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OBSERVED

1

IF IMPROVE
RECOGNITION
TO 90% .

.

IF IMPROVE
CONTACT DATES
TO 90%

4

IFMPROVE
ACTION;TAAS

TO 90%**Nc...

IF IMPROVE
COMBINED

RECOGNITION-
ACTION TO 90%

UTI Anemia UTI Anemia MI Anemia L UTI Anemia UTI Anemia

EV TION
CONT
RATE

88% 87% 88% 87%
.

90% 90% 88% 87% 88%
.:-..

47%,

ABNORMAL
SCREENING
RECOGNITION
RATE

89% 69% -90% 90% 89%
.

66% 890 '69%

..

DIAGNOSTIC

EVALUATION
ICE

k
150% 49% 50%

-

t

.

49% 50% 49% 90% 9C30
40,

90%

.

90%

TREATMENT
RATE

95% 82% 95% 82% 95% 82% .90% 90%

FOLLOW-UP
CONTACT
RATE .

68% 51% 68% 51% 90% 90% 68% SI% 68% 51%

FOLLOW-UP
RECOGNITION
RATE

59% 65%

,

90%

-

90% 59% 65% :59% 65% 90% 90%

FOLLOW-UP
RATE

72% 81% 72% 81% 72% 81% 90% 90%

,

-

.1

OVERALL
PROCESS
SUCCESS

BATE

'11%

0*

6.5%

.

. .

17%

,

12% -44% 1 23% 14%

.

48% 36%

,'TABLE 14: Pr 'ecting Overall Piocess Success Through
'Impr ements In Selected Clinical Evints:

5 Y.
AO.

CI!
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. .

iii OBSERVED IF

CONTACT
IMPROVE.

T' 90,,

.

fF
RF.CWUTTON
S.U'.

IMPROVEmow
Tr)

s.u,'

9lik

S.U:

IF IMPROVE
PERFORMANCA
S.U. S.U.
A B

;

TASK.
TO '9Q%

S.U.
F

S.*IWITTS.U.B 'FABFABFS.U. S.U. S.U;

Contact For Screenilig
Rate..

94 .72 .70 .94 .90 *90 , .94 .72 .70; .94 .72 .70

Screening Rate .77 .721 .311.77 .72 .31 .77 .72 .31 .90 409.0' .90

Evaluation Cpiltact
Rate

.89 .56 1.0 .90 .90- 1.0 .89 .56,/ 1.0 .89 .56 1.0

Abnordal Screening
Recognition Rate -

.0

.80
//

,71 IS8 .80 .71 .58' .90 .90 .90 .80

.-

.71 .58

Diagnostic Work -up .

Rate / .

/ ie .

.78 , .80 ,1.40 .78. .80 .40 ..78 .80 'AO .90 .90 .90

Treatment Rite .88 .55 .83 .88 .55 .83 .88 :55 .83 :so .90 .90'

Contact Rate For . .

Follow-up
.57 .45 :50

ir

-

.90 .90 .90 .57 .45 .1.50 .57 .45 -.50

Follow-up Recognition
Rate. - - 1 ...

.

.56 : .g3 .58

.,e

.56 .8Q, .58 . .90 .90

,-

.56 .80 .58

Follow-up Raie 1.0 1.0 .71 1.0 1.0 -71 1.0 1.0 .71 1.0-'1.0 i.90

'

Overall Process SucceiS.
Rate

;11 .033 .de.18 .13 -620 .20

0/

:047 '.021 .16 .075 !%077

-52

.
.

TABLE 15: Iron Deficiency Anemia - Projecting.
Overall ProCess,Success Through Im=
provements In Selected Clinidal Events.

53.,
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....

Case Finciliit Rate 1

S.V.
A

S.U.
B

S.U.

C
S.U.
D.

S.U.

E

S.U.

F

.40 X16 .19 .087 .049 .050

Follow-up_Rate .32 .36 .066 .55° .22. '.21

Aggregatq Contact Rate .48 .18 .30 .57 .33 .35

Aggregate Recognition Rate .45 .57 .17 .75. .51 .34

teiggregate Task Performance
'Rate

.

.53' .32 .21 .11 .05 ' .07

TABLE'16: Iron - deficiency Anemia - Probabilities
Of ProcessnSuccess For Selected'
- Functions and Functional Sequences.

The "Case Finding Rate" is calcuYated from the product of the following rates:

Contact for Screening Rate
Screening Rate
Evaluation Contact Rate -

Abnormal Screening Recognitibh Rate
Diagnostic Work -up Rate ee.-

The "Follow-ip Rate" is.calculated from the"productfof the
"

Contact for Follow-up Rate
Foll&-up Recognition Rate
Follow-up Rate

following rates:

The aggregrate functional rates are calculated from th.e product
rates as fdllows:

Aggregate Contact gate

Contact for Screening
Rate

Aggregate Recognition
Rhte

Abnormal Screening Rer
cognition Rate

Evaluation Contact Follow-1;R Recognition
RateRate

'Contact For Follow-up

of selected

Aggregate Task-
Performance Rate

Screpning Rate

Diagnostid"Woik-
up Rate

.Treatment Rate

Follow -up,Rate


